Living wills (advance directives)
Powers of attorney and the Court of Protection deal only with material assets. Living wills are concerned with decisions about treatment, especially at the end of life. A person in sound mind might stipulate that, should he or she become incapable of decisions and develop particular grievous illnesses, then certain treatments should, or should not, be given.
In the United Kingdom "living wills" have no legal force. But they have moral force in such issues as relief of pain, the vigour of treatment in terminal disease, or in resuscitation decisions. Views of relatives, close friends, or appointed attorneys carry moral force if they are based on evidence of what the likely wishes would have been when the patient was well.
Various drafts of advance directives are available, and an excellent book considers the subject in detail (see below).
Research
Questions of consent to research on severely demented people (as on children) remain problematic. Again, consent of close relatives is always desirable, but has no legal force. Ethics committees understandably find these issues difficult.
Practical points * "Advance directives" have no formal place in English law, but are part of the current agenda of active debate. In the absence of precise legal provision, the doctor must, as in all things, be seen to act in good faith, taking into account any evidence of what the patient would have wished had he or she had the capacity validly to indicate this. * The Alzheimer's Disease Society now has an agreement with Lawnet, a group of solicitors who offer a named person specialising in the type of advice carers need. There is a fee, but people referred by the Society may receive an initial half hour consultation free of charge.
Further information
The The rise of counselling and the return of alienism Simon Wessely Current services for those with mental disorders show two trends. Psychiatric services are becoming concentrated on the care of those with "severe mental illness," largely (but unjustifiably) synonymous with chronic psychosis. The retreat of psychiatry from the care of those with nonpsychotic mental disorders has helped the growth of counselling services for these patients. However, there is no evidence that non-directive counselling is effective for such disorders, in contrast to the evidence for the effectiveness of other treatments that are usually delivered by psychologists or community psychiatric nurses. By retreating from the concerns of general practice and general medicine, psychiatry is returning to the days of alienism: in Victorian terms, the care of "the mad." Possible consequences include increasing expectations of psychiatric services that cannot be met, a loss of skllls within psychiatry, and increased demoralisation in the mental health services.
According to recent media stories, British psychiatrists are becoming concerned that scarce resources are being diverted away from the care of seriously mentally ill patients and instead are being given to unnecessary and inappropriate services such as counselling. One headline caught the flavour of the debate-"Worried well force aside the mentally ill."' Advocates of counselling respond to such charges with vigour, pointing to the popularity of counselling and claiming that such services can prevent mental disorder and reduce the use of other hard pressed services.
At issue is a fundamental question about mental health services. How can we balance the competing, and often contradictory, requirements ofneed, demand, and effectiveness? Who really is in need? Who best is able to meet that need? Should patients always get what they want anyway?
These issues have been brought to attention by two changes. The first is the rise in the availability of couns-elling services; the second is the shift of psychiatry towards community care and the perceived hazards ofthat shift. These two developments are linked, and the increasing preoccupation of psychiatry solely with the care of patients with chronic psychosis has directly influenced the rise ofcounselling, without benefiting either the profession or most of those with mental disorder.
Counselling is popular, but is it effective?
The rise of counselling has attracted both attention and criticism. A recent editorial pointed to the general practice contract, the desire of general practitioners to reduce their workload, and the popularity of counselling as setting the stage for "an explosion of counselling."2 Having joined the ranks of others who noted the lack of evidence for the efficacy of counselling "-S the authors concluded that "all counsellors in primary care should be properly trained, supervised, and supported,"2 goals which have the energetic support of organisations such as the British Association for Counselling.6 However, it seems logical to consider issues of efficacy and effectiveness before those of support and training. A properly trained and supervised person who delivers an ineffective treatment is hardly a sign of progress. Even if a therapy works in a randomised controlled trial that does not mean it will always work elsewhere,'6 particularly if given by therapists with less experience and supervision. '7 18 Cognitive behaviour therapy given by a skilled clinical team is effective in the management of chronic fatigue syndrome,'9 but an unskilled therapist attempting the same might do more harm than good. The finding that much counselling is currently delivered by enthusiastic but unskilled and unsupervised staff,20 or that less than 20% of counsellors working with cancer patients have any formal qualifications,3 must be of concern.
We await the conclusions of the NHS Executive's strategic review of psychotherapy services, but the current growth of unstructured counselling services in general practice is unlikely to find much favour. Despite that, attempting to limit their spread is likely to appeal only to King Canute, since even if the case for counselling remains unproved, there can be no doubting its popularity.5 21 Why?
What should psychiatric services do?
What psychiatric services should do may lie in the nature of modern psychiatry. Supporters of counselling sometimes make a point of distancing it from psychiatry, which is frequently seen, however unfairly, as authoritarian and stigmatising. The source of that stigma is not hard to find-it is the stigma of "insanity," since psychiatrists are concerned with the care of psychotic patients. This is their right and proper business. The effectiveness of modern drug treatment for the psychoses is beyond dispute, and there is increasing recognition of the effectiveness of non-drug treatments in preventing relapse.22 However, despite the public image, psychosis has not been the only business of psychiatry. Unfortunately, some recent developments seem likely to bring the future practice of psychiatry more into line with public perception.
TARGETED RESOURCES
In the past few years government policy and influential sections of the profession have united to promote the concentration of resources on what has become known as "severe mental illness." Targeting resources at those most in need is the health services planners' version of motherhood and apple pie-who could dispute the wisdom of this approach? But there are two major drawbacks. Firstly, targeting resources onto a small number of people at the expense of the larger numbers of those with other mental disorders that may be more amenable to treatment is not necessarily a valid public health strategy.23 Secondly, severe mental illness is increasingly equated with psychosis alone-of the four definitions provided in the key area handbook published by the Department of Health, three concern psychosis alone; one also includes major depression. 
Victorian values and the demoralisation of psychiatry
The consequence of these changes will be an inevitable reduction of the scope of psychiatry, the skills necessary to practise psychiatry, and indeed the attraction of a psychiatric career. Current policy has increased the pressures on the profession, as shown by the seemingly endless stream of public inquiries (15 are currently in progress) into the "failures" of that policy,30 despite a lack of evidence of any change in the risk to the public posed by mentally ill people.3' At a time when the need for psychiatry to remain part of medicine is acute,32 the profession is retreating from the general hospital and the general practitioner. Instead psychiatrists are being pressured to deliver the undeliverable-a service in which "failures" such as violent assaults and suicide never happen-and hence a service which will be blamed when they do. 30 Whether such policies will lead to discernable health gain remains to seen. What is now being seen is a fall in staff morale33 and the current difficulties faced in staffing many psychiatric services.
The increasing equation of psychiatry with psychosis -and only psychosis-marks a return to the world of Victorian psychiatry. The great asylums may be gone, but alienism is coming back. In these circumstances it is not surprising that the public and general practitioners will turn to the increasing numbers of counsellors who appear to minister to every ill.
